Objective: To examine and compare doctors' and nurses' views and experiences regarding outcome measurement in palliative care, including patient-reported outcome measures (PROMs). Methods: A web-based survey developed through expert review and piloting was conducted in Europe and Africa with palliative care professionals working in clinical care, audit and research. Results: The overall participation rate was 42% (663/1592) and the overall completion rate was 59% (392/663). Of these respondents, 196 were doctors (51% male, mean 47 years) and 104 were nurses (84% female, mean 45 years). Doctors' most common reported reasons for not using tools were time constraints followed by lack of training. For nurses, it was lack of training followed by time constraints. Provision of information and guidance influenced willingness to use measures. For those that used tools, most reported favourable outcome measurement experiences. Both prioritized brief PROMs, and measures that included physical and psychological domains. For clinical purposes, the main advantage for doctors was assessment/screening, and clinical decision making for nurses. For research, doctors were most influenced by a measure's comparability with national/international literature followed by its validation in palliative care. For nurses, validation in palliative care was followed by tool access. Conclusion: Overall these respondents shared similar views and experiences, and both were influenced by similar factors. Multidisciplinary outcome measurement education and training is feasible and required. Multidimensional and brief PROMs that include physical and psychological domains need to be prioritized, and access to freely available, validated and translated tools is needed to ensure cross-national comparisons and coordination of international research.
Introduction
The emphasis on evidence-based practice and the introduction of service-provider payments based on outputs provides clinical teams and researchers with a measurement challenge. Central to this challenge are outcome measures 1 with their potential to aid assessment, evaluation and to monitor treatment, 2 influence clinical decision making 3, 4 and contribute to staff education and training. 4, 5 Patient-reported outcome measures (PROMs or PROs) are a special type of standardized and validated outcome measure completed by patients to report their perception of their health, illness, functional status, effects of health care interventions and wellbeing. 6 Generally speaking, the potential benefits of PROMs are similar to other versions of outcome measures (e.g. those completed by proxies). However, PROMs also help identify patient preferences, sensitizing clinicians to patients' wishes 4, 7 and helping to ensure that patients' concerns are not overlooked.
The breadth and quantity of research focussing on outcome measurement in relation to palliative care is expanding and includes systematic reviews, 6, 8 validity and reliability studies 9, 10 and studies examining patients', 11, 12 and professionals' views. 4, 5, 13 Activity toward the delivery of national minimum data sets involving outcome measurement is also underway with national data collection programmes emerging, for example the Palliative Care Outcome Collaborative (PCOC) in Australia. 14 
In
American hospices there is an opportunity to use standardized measures as part of mandatory routine quality assessments, which are now required under the final Medicare Hospice Conditions of Participation, 5 while in other countries, such as the United Kingdom, national health care policies 1 and the Medical Research Council 15 highlight an increasing reliance and interest in outcome measurement, and in particular a reliance on PROMs within the National Health Service. The World Health Organization (WHO) emphasizes the importance of outcome measures, stating that simple measures are useful in addressing a range of health outcomes that are important to families and patients, including psychological health, symptoms and function. 16 Interest in the use of outcome measures, and in particular in the use of PROMs, is therefore growing.
Alongside this growth, systematic review findings of controlled trials involving PROM feedback to health care providers to improve practice indicate a general lack of PROM clarity in health care, an inconsistent approach to PROMs, a reliance on the use of PROMs for screening, and PROM feedback occurring most usually to doctors only. 6 A second systematic review concluded that there is an urgent need for testing outcome measures in palliative care, and basic research is required with those with impaired self-reporting abilities.
This review drew attention to the need for research funding into high-quality measures for patients and their families. 17 An Outcomes Working Group in the United States concluded that the range of outcome domains and perspectives involved in palliative care indicates a need for interdisciplinary research teams to define important measures and approaches. 18 Similarly within Europe an International Outcome Measures Expert Meeting convened as part of a large European Commission funded project titled PRISMA ('Reflecting the Positive diveRsities of European prIorities for reSearch and Measurement in end-of-life cAre') found that standardization and agreement of a core set of existing tools in endof-life cancer care based on scientific rigorous criteria is needed, and that this must be balanced with diversity and flexibility. Translation of measures, patients' cultural diversity, and the role of nurses in tool development were also identified by PRISMA as priority areas for attention.
In summary, there are many potential benefits from outcome measurement and there is an increasing reliance on and interest in the use of outcome measures by expert groups, clinicians and researchers. However, little research is available regarding professionals' views and experiences of outcome measurement in audit, clinical and research settings, and there is a need for more research regarding the impact of outcome measurement on clinical care. This paper reports and compares the views and experiences of two large professional groups working in palliative care, doctors and nurses, in order to determine whether these groups are heading in the same direction regarding outcome measurement. Understanding the views and experiences of those using or electing not to use outcome measures is important, as views and experiences influence practice and outcome measurement implementation. Around the world alongside other health care professionals, the input from doctors and nurses is essential for the implementation and sustained use of measures with patients requiring palliative care. 16 The work reported here forms part of the PRISMA project, which is aiming to harmonize research and best practice across Europe and Africa. 20 
Methods
To date, various methods have been used to examine professionals' views of outcome measurement. An action-research approach with qualitative content analysis was used in a nursing home and hospice in one study. Interviews of staff that had used the Palliative care Outcome Scale (POS) were completed. 4 In another study content analysis of the views and experiences 22 participants experienced in using outcome measures was completed to examine their views and experiences of using outcome measures, including their views and experiences of POS. 13 Both of these studies examined views of those within the UK with relatively small samples. For our study, a web-based online survey of professionals was used to supplement and extend qualitative findings from previous studies, and to enable access to a large number of professionals in numerous countries and palliative care environments in a cost-effective manner (we found a web-based survey was cheaper than a postal survey). Our focus was positioned broadly on palliative care regardless of country and setting. Our sampling approach meant that those who were using and those who were not using outcome measures within palliative care were invited to participate in the survey.
Accordingly, an English language, web-based survey developed through expert review (by PRISMA members) and piloting (in seven European countries) was conducted in Europe and Africa with palliative care professionals working in clinical care, audit and research. The survey methods are described in detail elsewhere. 21 In summary, the survey consisted of four sections of questions regarding: (1) demographics, including age, profession, setting;
(2) general tool use and willingness to use tools; (3) views and experiences regarding areas of practice, specifically clinical, audit and research work; and (4) views on tools and resource development. Answer options were mainly multiple-choice, but open-ended questions allowed respondents to express their views in languages other than English. Adaptive questioning was used, which meant that questions were generated as per the responses provided by the respondent. This design feature helped reduce survey length. This was important as the overall (and maximum) length of the questionnaire was 59 pages or screens for those electing to answer both clinical and research-related questions.
A weighted sampling approach was used in Europe involving 13 national palliative care association databases, and one outcome measurement database maintained by the largest medical education provider in Europe (King's College London). Data protection requirements meant that respondent details were not able to be collected from the national organizations. In these scenarios potential respondents were sent an electronic invitation from their national palliative care organization. In Africa, sampling was undertaken through the regional palliative care asociation, the African Palliative Care Association (APCA), and an invitation to participate in the survey was sent to everyone in their database.
Analysis
Using the Checklist for Reporting Results of Internet E-Surveys (CHERRIES) guidelines for reporting of web-based surveys, the participation rate was calculated by dividing the number of replies to the first question by the number of unique site visitors, and the completion rate was calculated by the number of participants answering the first question divided by the number of people submitting the last question. 22 A simple descriptive analysis of all questions was conducted using frequencies for categorical data and means and standard deviation for continuous variables. SPSS Statistics version 17.0 was used.
Ethics
Ethics approval was obtained from the Research Ethics Committee at King's College London (BDM/08/09-102), and from the Ethics Committee of the Ugandan National Council for Science and Technology (APCA) based in Kampala/Uganda Africa (IS 62). Ethics approval from other countries was not required as patient contact was not needed.
Results
The overall participation rate for all respondents to the survey was 42% (663/1592). The overall completion rate was 59% (392/663). A total of 196 doctors with a mean age of 46.9 years and 104 nurses with a mean age of 45.1 years responded (see Table 1 ). Respondents had a range of experience, including from less than five years to greater than 10 years. The majority of doctors were male (n ¼ 100), whereas most nurses were female (n ¼ 87). As shown in Table 2 , about two thirds of both doctors (68%) and nurses (69%) were using or had previously used outcome measures in palliative care. About one third of doctors (31%) and a quarter of nurses (25%) had either not considered using outcome measures or had considered using them and decided not to continue. Only a few doctors (4%) and one nurse shared that they thought they would never use an outcome measure. A total of 126 doctors and 69 nurses had or were using outcome measures in clinical and or audit work. Sixty-six doctors and 29 nurses had or were using them for research purposes. The most common reported reason for not using tools by doctors was time constraints followed by lack of training about how to use tools. In contrast, time constraints followed lack of training for nurses. When asked under which circumstances respondents would start using outcome measures, the most common factor that influenced doctors and nurses to use tools in the future was the provision of information and guidance about tools. When asked to rank versions of tools in order of most useful to least useful, both doctors and nurses ranked patient versions as the most important, followed by carer and then staff versions (Table 3) . When asked to rank tool domains (or elements) in order of priority from most useful to least useful, both doctors and nurses ranked physical (first) and psychological (second) domains as the two most important domains to include in a measure. The three least important domains were questions about information giving, communication and experiences of services (see Table 4 ).
Most respondents had favourable outcome measurement experience for both clinical or audit work and research (Figure 1) . In relation to clinical purposes, the main advantage for doctors was to understand patient/family needs (e.g. assessment and screening) (n ¼ 105); for nurses it was clinical decision making (n ¼ 64). Regarding tool selection for research, doctors were most influenced by a measure's comparability with national/international literature (n ¼ 51), followed by its validation in palliative care (n ¼ 45). For nurses validation in palliative care (n ¼ 23) was followed by tool access (n ¼ 18).
Discussion
Our results indicate that the doctors and nurses in this survey share similar experiences and views regarding outcome measurement in palliative care, and that this includes favourable outcome measurement experiences. Both groups preferred brief, multidimensional patient versions of outcome measures that included physical and psychological attributes, both faced similar obstacles regarding outcome measurement practice (lack of training and time) and both were influenced by whether a measure was validated for use in palliative care. Doctors were also influenced by international comparability, while nurses were influenced by whether or not they could access the measure. The overall favourable finding corresponds with a previously reported view that within health care clinicians generally show an overall willingness to use outcome measures. 23 In addition to the similarities between the two professional groups, a difference was found in relation to the main advantage of using outcome measures clinically. For doctors the primary advantage was assessment and screening of patients' and families' needs, while for nurses it was related to clinical decision making. Previous systematic review findings regarding the use of outcome measures in routine practice have shown an over-reliance on the use of PROMs for screening in health care. 6 The nurses' response in our study suggests that outcome measurement influences their clinical reasoning and the use of outcome measures may therefore impact upon their clinical practice. This finding does not align with systematic review results that found that outcome measures have little impact on routine clinical practice within health care. 6 Further investigation of this finding within the context of palliative care is needed, and within the contexts of Africa and Europe, in order to ensure adequate exploration of cultural similarities and differences in relation to outcome measurement practice.
For both doctors and nurses the two most common reasons for not using tools were time constraints and lack of training. Information and guidance was highlighted as the most common influential factor regarding outcome measurement use. Our findings add to the small body of palliative care research that has highlighted outcome measurement obstacles and barriers in relation to service-delivery settings. 4 Our study adds to this research by analysing views and experiences in relation to professional groups (rather than in relation to settings), and sampling views of those who have elected not to use outcome measures. Views from palliative care professionals working across Europe and Africa are presented here and this helps extend our understanding across countries and Least important Experiences with services 9 (6-9) 9 (7-9) contexts. Our findings are relevant to policy developments in relation to outcome measurement type and implementation, and suggest that measures that allow for patient-reported responses (over carer or staff versions) are to be considered when new outcome measurement policy initiatives are formulated for palliative care. The finding regarding the obstacle of lack of time is also worthy of attention and needs to be addressed when attempting to implement outcome measurement within organizations. Encouraging staff to view outcome measures as an integral component of clinical care has been highlighted previously as aiding the implementation of outcome measures. 4 This emphasis may help clinicians in viewing outcome measures as integral to clinical care rather than as an add-on to routine practice. Good facilitation can assist with achieving outcome measurement implementation, 24 plus additional resources to ensure adequate time for their use if required. Regarding tool selection for research, both groups were influenced by whether or not a measure was validated in palliative care. Doctors were also most influenced by a measure's comparability with national/international literature. These findings correspond with previous expert recommendations from both the USA and Europe that call for a definition of important measures and approaches, 18 and the establishment a core set of existing tools for palliative care based on scientific rigorous criteria. As a result of PRISMA, the European Association for Palliative Care has established an international taskforce regarding outcome measurement for professionals who work with patients with advanced diseases at the end of their lives, and this may assist in establishing a core set of existing tools. Our findings identify an additional important consideration for nurses: the availability of outcome measures. Free access to tools needs to be considered further. There are precedents for providing translated and validated tools freely to clinicians and researchers, for example POS is a simple, brief, multidimensional, validated and standardized measure available in 11 languages (formally validated in four languages), and it is freely available at www.pos-pal.org. 10, 25 This freely available measure is an example of one that can be used for interregional comparisons and cross-national studies. The POS fulfils doctors' requirements regarding comparability with the international literature and nurses' requirements regarding access.
As many commonalities between doctors' and nurses' views and experiences were found, multi-or inter-professional training and education in palliative care outcome measurement is feasible. An emphasis on multidimensional and brief PROMs that include physical and psychological domains and ones that are validated in various countries should be included in palliative care and or outcome measurement training programmes. In addition, based on our finding that the provision of information and guidance influences palliative care professionals' willingness to use measures, a competency based training approach to outcome measurement may prove useful with palliative care professionals in the future. Competency based training assists with the development of skills in the 'how to' of outcome measurement. 26 Such an approach provides a potential solution to a previously reported gap between the provision of outcome measurement information and instructions (theory), and what is actually required of clinicians when placed in real clinical scenarios. 5 Our survey has several limitations and strengths. As data protection requirements influenced how we could collect details of respondents, we were unable to collect a response rate. We were able to report participation and completion rates, addressing standard measures required of online surveys. In addition, English electronic invitations were sent to those registered with mainly national palliative care organizations rather than only approaching those preferring to use outcome measures (i.e. thereby excluding those who have elected not to use outcome measures). It is possible, however, that those unable to complete an English language survey, those not linked in with palliative care organizations and those who had no access to computers were unable to participate in our survey. It follows that a bias toward those who had more time (e.g. to participate in a survey), those who were cognizant of or in agreement with palliative care principles and practice, and those who were receptive to using outcome measures responded to our survey. However, it is noteworthy that a notable proportion who responded to this survey had either not considered using outcome measures, or had considered using them and decided not to continue. Despite these considerations, our survey is one of the first to solicit the views and experiences of palliative care clinicians and researchers from across Europe and Africa, and this was achieved through our innovative web-based survey design. In addition, a second strength is that our survey was developed through expert review from a multinational group and piloting in several countries, and perhaps this contributed to our completion rate and its relevance to clinicians and researchers in several countries. Our findings build upon previous outcome measurement findings that have highlighted the need to attend to outcome measurement implementation challenges 4, 13 as wider structures/barriers implicated in the use of outcome measures have been highlighted, including international comparability of outcome measure research and access to measures. Copyright complexities, the need for coordinating international research efforts and a consistent approach to tool use will help address the need for national and cross-national comparisons. These areas need attention, agreement and coordination from the international palliative care community.
Conclusion
In palliative care, doctors and nurses are heading in the same direction in relation to outcome measurement. Both are influenced by the provision of outcome measurement training, information and guidance. Both prioritize multi-dimensional and brief patient outcome measures and PROMs, and both are generally willing to use outcome measures. Multidisciplinary outcome measurement education and training is feasible and required. An emphasis on competency based development is encouraged, and access to freely available, validated and translated tools that allow for a coordinated and cohesive approach to practice and crossnational research is required.
